Her visual acuity was 20/500 OU and intraocular pressure was 8 mm Hg OU. Biomicroscopic examination revealed small, nongranulomatous keratic precipitates, 1ϩ anterior chamber cell and flare, 1ϩ to 2ϩ vitreous cells and 1ϩ haze, and multiple hypopigmented punctate lesions in the foveae in both eyes. These lesions demonstrated early staining on fluorescein angiography (Figure, A and B) and nodular increased reflectivity at the level of the retinal pigment epithelium on optical coherence tomography (Figure, E). Color fundus photographs were not available.
Transformation of Optic Disc Melanocytoma Into Melanoma Over 33 Years
O ptic disc melanocytoma is a deeply pigmented variant of benign melanocytic nevus that has been confused with malignant melanoma. 1 Although melanocytoma was believed to be benign, 1 there are rare reports of transformation into malignant melanoma, heralded by tumor growth or decrease in vision. [2] [3] [4] [5] A study of 115 patients revealed malignant transformation in 2 of the patients. 5 We report the longest documented follow-up, to our knowledge, of an optic disc melanocytoma and provide clinicopathologic correlation following tumor growth and enucleation.
Report of a Case. An asymptomatic 23-year-old woman had a pigmented lesion in her right eye. Visual acuity was 20/20 OU. The only abnormal finding was a deeply pigmented mass within the inferonasal portion of the right optic disc ( Figure 1A) . Fluorescein angiography showed early hypofluorescence and late mild hyperfluorescence of the mass with slight late leakage. These findings were characteristic of optic disc melanocytoma, and observation was advised.
After 12 years, her visual acuity gradually decreased to 20/70 OD without change in tumor appearance ( Figure 1B ). After 25 years of follow-up, visual acuity was 20/80 and there was minor vitreous seeding without tumor growth ( Figure 1C ). After 29 years, visual acuity was 20/150 and slight tumor enlargement was documented ( Figure 1D ). After 31 years, visual acuity was hand motions, the tumor appeared necrotic, and extensive vitreous seeding was noted ( Figure 1E ). The patient refused fine-needle aspiration biopsy. After 32 years, fineneedle aspiration biopsy was performed, which disclosed cells consistent with melanocytoma and no malignant neoplasm. The patient elected observation.
After 33 years, visual acuity remained hand motions with progressive vitreous seeding and retinal edema ( Figure 1F and G). The seeding and vision reduction were suspicious for transformation into malignant melanoma, and enucleation was advised.
Following enucleation, gross examination revealed a dark-brown mass obscuring the optic nerve and invading the retina (Figure 2A) . Microscopic examination revealed intensely pigmented tumor within the optic nerve head and retrolaminar portion and peripapillary choroid ( Figure 2B ). The solid tumor was composed of large polygonal cells with abundant pigmented cytoplasm, compatible with melanocytoma ( Figure 2C ). Additional sections revealed spindle-cell fascicles containing variably sized and shaped nuclei consistent with low-grade spindle B melanoma ( Figure 2D ). Pigmented spindle cells were present on the retina, composing a neoplastic epiretinal membrane, and pigmented vitreous cells were noted ( Figure 2E and F). The histopathologic diagnosis was optic nerve melanocytoma with malignant transformation into low-grade melanoma. There was no clinical evidence of metastasis.
Comment. Melanocytoma of the optic nerve is a benign condition that has rarely undergone malignant transformation. [2] [3] [4] [5] [6] Most reports have identified transformation within 5 years of the initial manifestation, although cases at 9 years and 17 years have been reported. 2, 3 Over 33 years, our patient experienced gradual visual acuity loss from 20/20 to hand motions with progressive vitreous seeding of tumor cells. Histopathologic analysis revealed melanocytoma with necrosis and low-grade spindle B melanoma. Genetic heterogeneity of uveal melanoma has been described, 7 but genetic analysis was not performed in this case.
The few previous reports of malignant transformation of melanocytoma illustrated an increase in tumor thickness, hinting at the development of melanoma, within a few years of the initial manifestation. [2] [3] [4] Our case is different because there was little appreciable change in tumor thickness. The main features of concern were progressive vitreous seeding and vision loss. Extensive tumor involvement of the optic disc with vision loss suggests malignant transformation but can occur with ischemic necrosis of benign melanocytoma. 6 Visual acuity and melanocytoma enlargement were assessed by Shields et al 5 in 116 eyes. By 10 years, they found visual acuity loss of 2 or more lines in 18% of patients and tumor enlargement in 32% of patients. Malignant transformation occurred in 2 eyes. We demonstrate gradual vision loss and minor tumor enlargement over 33 years with transformation into low-grade melanoma. Follow-up of optic disc melanocytoma for malignant transformation, even over several decades, is advised. for the integrity of the data and the accuracy of the data analysis. 
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Florid Arteritis Confined to a Single Branch of the Superficial Temporal Artery

B
iopsy of the superficial temporal artery provides vital confirmation of the diagnosis of giant cell arteritis. The vessel splits into 2 main branches: frontal and parietal. It is unknown which branch is most likely to yield a positive biopsy finding or, indeed, whether arteritis is ever confined to a single branch.
Report of a Case.
A 69-year-old woman had a 5-week history of neck stiffness and malaise. The erythrocyte sedimentation rate was 55 mm/h. A 30-mm segment of the parietal branch of the left superficial temporal artery was harvested. It was processed with hematoxylin-eosin stain and an elastic Van Gieson stain. A total of 108 sections were examined at 36 different levels. None showed evidence of arteritis (Figure 1) . Two days later, a 30-mm section of the frontal branch of the left superficial temporal artery was biopsied. Every section showed extensive granulomatous inflammation (Figure 2) . The patient was treated with prednisone and her symptoms resolved.
Comment.
It is crucial to obtain a biopsy specimen of adequate length to avoid the problem of "skip areas" in the superficial temporal artery. It is also important to examine the specimen thoroughly by reviewing sections cut at many levels because inflammation can be confined to just a few portions of the artery. Otherwise, there is risk of a false-negative biopsy result. 1, 2 We describe an extreme example of a skip area: a parietal branch completely free of inflammation in a patient with extensive arteritis of the frontal branch. To our knowledge, no prior report has compared pathological findings in the 2 branches of the superficial temporal artery. In fact, surgeons usually fail to specify which branch was biopsied when they submit specimens, and no histological data exist regarding which branch is more likely to demonstrate arteritis.
Recently, it was suggested that the parietal branch, rather than the frontal branch, should be biopsied in patients with suspected temporal arteritis. 3 This approach eliminates the remote risk of facial nerve injury and usually hides the scar behind the hairline. However, this recommendation was predicated on the assumption that the prevalence of arteritis is equal in the parietal and frontal branches. We now show that selective involvement of a single vessel branch can occur in temporal arteritis.
Magnetic resonance imaging has been used to compare the involvement of the parietal vs frontal branch in temporal arteritis. In 21 patients with suspected giant cell arteritis, involvement was rated by noting the amount of mural thickening and gadolinium enhancement of the vessel and perivascular tissue. 4 On the left side, abnormalities were present in 14 patients in the frontal branch and in 6 patients in the parietal branch. On the right side, 
